RECEIPT (DENTAL)
TR (B )

Request to Attending physician
HYE~DBRE
1. Please fill in this form so that the patient may claim the National Health insurance benefit.
ZO HRIE, BE OE REEAR OB O FICLETTOT, iFHEBREVWLET,
2. This form should be completed and signed by the attending physician.
ZOMMRIT, HYEMAEE 22 0F4 L TLIZEN,
3. One form for each month and one for hospitalization / outpatient(home visit)should be filled out.
ZOMMRIE, HEHIE AR, AN Sl o E—HLEI T,
4. Separate receipt required for prescriptions.

A EHIBNT AL T 2RI L CLIEE Y,

Permanent (35 D44 Frds L OWERAL) Baby teeth (L)
87654321 | 12345678 VIOl | 1 mmwv
87654321|12345678 VIVII O I | I I MV YV

Identify examined teeth : (%4355 % O THlAHLEDITD)
« Cravity (C) (Hipf) « missing teeth (F) (x#) - stomatitis (G) (A%
« Phrrhes alveolaris (P) (##&&%) -« extraction needed (Z) (FEHith)

Date of First Diagnosis (g2 H) Currency paid
Days of Diagnosis and Treatment (293 H%%) day (HFR) CHmtg)

Office Visit Fees (ZWrkl)
Examination Fees (#i#&#})

X-ray Fee (L h7 V)
Other (Zfih)

Services (JAWELT- 1t OEL L TR OFIE)

Describe when gold or platinum was used

(8BNS &, 7 FF T 2 LI &S I3HFREL TS W)

*Filling (FETA)

sInlaying (/oL —F1ET7 0 L—)

*Capping (metal) (&J&7)

«Jacket capping (¥4 hii)

N

+Capping connected (H7Akise i)

Chipped Teeth (KIEHEZHIFRL 725 1XEOENL FEFH)
*Bridge (7 V>¥)

«Partial artificial teeth (JREBa%H)

Total artificial teeth (}az5H)

Name of Hospital or Clinic (JiEFE7- 13254 ) Total (&)

Signature of Doctor (84 ERi%E4)

Date (Af})




